There are a number of problems in specialised medical care for the prison population, which were highlighted in the prison healthcare quality report (CAPRI, 2002). These included excessive delays in specialised consultations, defective communication between specialists in referral hospitals and prison doctor, missed appointments and difficulties with logistics, security and privacy for inmates when being transferred to hospital[@B1].

Telemedicine offers a unique opportunity to remove the difficulties inherent in hospital use and geographical barriers, it improves the chances for equal access to specialised healthcare, guarantees treatment continuity between medical environments, improves organisational problem (such as appointment times), avoids the need for the security measures required in transfers and ensures inmates' privacy. It also improves communications and links between hospitals (specialised healthcare) and prisons (primary healthcare), facilitates ongoing training and its use in geographical areas far away from specialists has shown it to be a cost effective option[@B2].

One of the most prevalent health problems in prisons is that of chronic hepatitis from the hepatitis C virus (HCV)[@B3]^-^[@B5], although prevalence of the disease has decreased considerably in recent years. Even so, the prison population is still a major reservoir of infection and a key population in the fight to eliminate it[@B6]. Indeed, the strategic plan of the Ministry of Health, Consumer Affairs and Social Welfare to control hepatitis C considers intervention in prisons to be a priority issue in this regard[@B7].

The strategy of micro-elimination was recently proposed as a pragmatic approach to enable faster and more efficient treatment and prevention of infections and re-infections[@B8]. Strategic micro-elimination populations would be the prison population, people who inject drugs (IDUs), the immigrant population from areas with a high prevalence of HCV (by convention, equal to or more than 3%) and men who have sex with men (MSM). The last of these groups has greater prevalence if they have a prison background[@B9].

The appearance and approval of modern direct acting antiviral (DAA) therapies fulfils the criteria of disruptive technology proposed by professor Christensen[@B10], and it has been demonstrated that they are cost effective in Spain[@B11]. Such a scenario opens up opportunities to eliminate HCV from prisons and makes the WHO's health objective of getting rid of the infection by 2030 an achievable one[@B12].

In our geographical area we have used telemedicine for treating hepatitis C in the prison population. There are other experiences along the same lines. An example is the teleconsultation program to monitor 66 patients already treated with DAA in Dueso prison, in northern Spain[@B13], which has had very good results, along with other experiences where the same integration and links with specialised care of the prison population was achieved, or where it was used as a tool to complement monitoring[@B13]^-^[@B15].

A randomisation of telemedicine should evidently have been carried out to compare it with habitual practice and to gain a notion of the intrinsic value of telemedicine and its contribution towards eliminating hepatitis C, along with a comparison of the results in different prisons (open randomised study). This would be difficult at the very least and at this late stage is frankly impossible. What we can offer however is the elimination data from a prison (Madrid IV) that uses telemedicine and that, as far as we know, is eliminating HCV at a faster rate than that in the vast majority of similar prisons in Spain. The conclusion could well be drawn that there is a link between the use of this tool and elimination of the disease, and even if this does not mean that there is a direct "cause-effect" relationship, we cannot offer another more persuasive argument about its benefits. On 30 December, according to a verbal communiqué from the General Sub-directorate of Prisons, the viremia from HCV was 1.8% in prisons of the Madrid metropolitan district and 3% in the rest of Spain, which represents 142 and 1,800 patients respectively. The prevalence in Madrid IV prison was zero on that date, despite the relatively high number of entrances and exits of inmates and ex-inmates, which means that these figures may fluctuate.

Full medical care can be given to inmates with hepatitis C without resorting to telemedicine, but in prisons that depend on the State Prison Administration, this would involve specialised services having to go to prisons or inmates being transferred to hospitals for treatment. That is why we feel that this tool, which provides the prescriptions and recommendations for monitoring liver carcinoma, when necessary, complement the classical range of care options (screening, diagnosis, evaluation, treatment, prevention of re-infection and oversight, if necessary), without the inconvenient factors involved in referral.

It is true that there are limitations in telemedicine, a hospital consultant cannot carry out a physical examination, for example, but it does have other major advantages, as we commented above. In our experience and from the perspective of perceived quality, an anonymous satisfaction survey on telemedicine carried out with inmates and medical personnel showed an overall evaluation that was good or very good for 100% of the medical staff and two thirds for inmates[@B16], but not for one third of them, although the reasons for such dissatisfaction and its relation with the use of the technology, and not as a result of other causes, could not be established because no questions of this type were asked in the survey. Telemedicine also offers other benefits, such as minimising costs of referrals to hospitals, although this is a strategy that has led to, and continues to create, some degree resistance, as is the case with most changes.

It should be highlighted that the rate of sustained virologic sustained response was similar in our experience to other studies of real clinical practice in Spain[@B17]^-^[@B19], with no differences between HCV-HIV (human immunodeficiency virus ) co-infected and HCV mono-infected patients. It is a fact that the high turnover of this population, with frequent releases, increases the ratio of losses during monitoring, which is a similar situation to the one mentioned in recent experiences in Australia[@B20] and in other Spanish studies[@B21]. It is therefore necessary to reduce these losses and make this a strategic objective for the future.

By way of summary, consultation via telemedicine is an effective instrument for specialised consultation and, where HCV infection is concerned, it could effectively contribute towards eliminating it amongst inmates, given that referral to specialists in this environment is a difficult process.
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